MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH * Hﬁ:;_oi@i@?’g

DEPARTMENT OF PUBLIC HEAI..TH AND WELFARE

-STATE FILE NUMBER

. Primary Registration District No. -ﬁﬂﬂ_g_j.gimﬂ No. .a

DO.NOY WRITE
ON THIS STUB. AMENGED

. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed llved. if institution: Residence before

a. COUNTY .c allaway il‘.'.STA_TE Ml 8 SoutaiOUNTY c al 1 FANE- y sdmission)
b. CITY {If gutside carporate limits, give TOWNSHIP only) Length of stay in |b e CITY

V$ 300
Rev. 4/59

i
28 144 7

tnside Limits

TOWN -~ Fulton > Yre -,8‘\_”,4_ Fulton Yer (T No [

. FULL NAME OF (If NOT in:hospital, glve location ' Inside Limits .o, «STREET B i
HOSPITAL 9 ) tenk o AD%%ESS- . (if outside, give location) Reside on Farm

msTmmON Ga.llaway Yem, Ho spltal) vmi No 301 ¥, l4th St, Yos [ Ne [0
B R_AME OF _DE)CEASED First Middle Last 4. DATE Month Day
ype of print i OF
Helen Bernics Hickman beaTt  June 3 1963
5. SEX 6. COLOR OR RACE 7. Married @ Mever Married [ [B. DATE OF BIRTH | ¥- AGE [Dost birthday) | IF UNDGER 1 YEAR IF UNGER 24 HR
Femal e v hi e Widowed [ Divorced ] 5 23[19 23 40 Monfhs‘r Days Hours Min.
10s. USUAL OCCUPATION (Give ind of work dons | 106, KIND OF SUSINESS OR INDUSTRY| 11.” BIRTHPLACE (City and state ar country} [ 12- CITIZEN OF WHAT COUNTRY
1t gf if r
AT eRdant  Sraté Hidepital 4 1 Pine Bluff, Ark U,S.A,
13a. FATHER'S NAME 13b. MOTHER'S MATDEN NAME 4. NAME OF RUSBAND OR WIFE
Abner Gordon Pearl parker Richard Glen Hickl&"

15, WAS DECEASED EVER IN U.5. ARMED FORCE 14 SOCiAL SECUDTY NO, | 17. INFORMANY Addfm

{Yes, no, or unknown)l {13 ﬁ,ogwe war or dates o 06 R1 Qhard Gl en Hi c kman' Ful t,on , Mo

ls CAUSE OF DEATH (Erter anly one cwn per ine fnr [o]; (E), end (g}, INTERVAL BETWEEN
PART |. DEATH WAS CAUSED "ONSEY AND DEATH

IMMEDIATE CAUSE (a) Metnstatic:Carg i noma 3 vyrs.

DATE AMENDED

Year

DOCUMENT

Conditions, if any,}  Due 10 oy __Adnocarcinoma left breast 3 years
which gave rise to i
- above. cause [»)

flatne thender: | o Redical left mastectomy - 3_years

PART. 1l. OTHER- SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART LI, If- cecassad was femsle was
divesse condition given in PART { (s} there a pregnancy in lesr 90 daye. |

. IE] Yes l m No I J Unknown
19. WAS AUTOPSY | 20a. ACCBENT SUI%DE HOMD|C|DE "20b. DESCRIBE- HOW INJURY OCCURRED. (Enter nature of injury in PART I or FART. Il of item 18:)

PERFORMED?
ves) no

20c. TIME OF Hout.  Month, Day, Yesr
INJURY, a.m. :
p.m.

20d. TNJURY OCCURRED 20¢. PLACE OF INJURY (8.5, in or thout home, | 20f. CLTY, TOWN, OR LOCATION STATE
: WHILE'AT WORK [, farm, factory, street, office bldg., ewx.)
NOT WHILE AT WORK [}

21. 1 amended the deceased trom— 1BY 20, 1940 roalitne 3, 1963 and teer saw i alive moJune 2, 1963 0

Death occurred at 6’ 10 S am on the daic stoted above, snd to the bcﬂ of my knowleadge, from tha causet stated.

AMENDMENTS ON THiS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

222, SIGNATURE (Degree or title} 22b. ADDRESS - : 22c. DATE SIGNED

& L. 8. Fulton, Missouri ' 6/8/1963

23s. BURIAL, CR TION, | 23b. DATE c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION ({City, town, or county) (State)
REM

51 |oune 5,1963 | Ebenezer Cemetery- [East of Fultcn " Mo

FUNERAL DIRECTOR 5. DATE RECD, BY LOCAL REG. | 26. REGISTRAR'S SEETURE g[

{Licensed Embalmér's Statement on Reversa Sidej

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




[l S

STATEMENT BY: LICENSED EMBALMER

| hereby certify that the body ‘whose name is- recorded on the reverse side of this certificate was embalmed by me,

ot by Student Embalmer No.

working under my personal supervision.

Y
. . [
Student. Signed & W
Signature of Student Embalmer )

Licensed Embalmer No Q 7 2

. . P.O. Addressﬁ&&mm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to oomp[y

t

Lt

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign_in his OWN handwmmg
If .this body is;not embalmed, fact should be:so stated above. | o

<
| I




